This 204 page book contains the proceedings of an international conference on Partial Liquid Ventilation held in Japan in February 1997. This proposed rescue therapy for hypoxaemic respiratory failure is not available in Australia and New Zealand at present, however randomized trials in neonatal, paediatric and adult patients in North America are underway or planned. The conference drew together interested parties in Japanese critical care medicine and several experts in the field from North America to assess the technique of partial liquid ventilation and to decide if it should be introduced into Japan. The organizers are to be commended for the process they use to learn about a new technology. Throughout the book and in the summary discussions the message is clear. Partial liquid ventilation should only be introduced in the setting of a randomized controlled clinical trial in centres where appropriate training in the technique has occurred.
The book also covers a broad scope of topics ranging from a fascinating insight into the healthcare systems of Japan and the US, to reviews of the current status of other rescue therapies in the two countries. The primary topic is well covered with basic science and clinical issues reviewed in detail. In addition many practical "pearls" are provided by the experts, especially in the question and answer sections that follow each chapter. Those This volume has a similar structure to companion volumes. Over 300 papers considered to represent significant advances in emergency medicine and resuscitation are reviewed. A structured summary focuses on objectives, methods, results and conclusions. Papers were selected from a comprehensive, worldwide range of journals (medicine, radiology), cardiology, surgery, anaesthesia, intensive care, etc). The systematic list of contents includes trauma; organ system disorders; specialty areas such as paediatrics, obstetrics, ophthalmology, psychiatry; toxicology; prehospital care and emergency medical service systems. An editor prominent in the field of Emergency Medicine provides a commentary on each article, placing it in perspective.
The introduction by Editor-in-Chief David Wagner foresees the role of the Emergency Physician's "window of responsibility for acute intervention expanding . . . from hours to perhaps days . . . for extended care". This has interesting implications for the specialty of intensive care and for health care planners, and suggests a need for the two specialties to define their relative roles. Much attention is given to the techniques in emergency intubation, a field in which the contribution of the specialty of anaesthesia has been paramount. Will the role of the anaesthetist in emergency intubation change? In many hospitals, intensivists and anaesthetists play a major role in the technique, which is a cornerstone of resuscitation. Does the future involve a fusion with emergency medicine, or a changing of roles?
Topics reviewed include nasotracheal intubation and facial trauma, use of methohexitone in emergency departments, rapid sequence induction of anaesthesia in patients with high intracranial pressure; ketamine for field intubation by medical teams;the Upsherscope variety of laryngoscope; laryngeal mask airway use for emergency physicians. Other topics include optimum time for obtaining organ donor permission; rigid cervical collars and intracranial pressure; Fine-bore pleura catheters in draining pneumothoraces; ultrasonography in blunt abdominal trauma; role of morphine in analgesia for acute abdominal surgical emergencies; respiratory arrest from ketamine use in an emergency department; intravenous ketorolac for analgesic in forearm fracture reduction.
Paediatric emergencies considered include rapid sequence induction in children; nasal vs oral intubation, end-tidal carbon dioxide monitoring to avoid hyperventilation while transporting children; CPR injuries in children; normal vs high dose adrenaline in resuscitation; nasal vs oral route for ventilation in resuscitation in infants; dexamethasone in bronchiolitis; intravenous rehydration in gastroenteritis in the outpatient department. Other topics include guidelines for Advanced Life Support and Basic Life Support equipment in ambulances. This book provides a valuable reference for anaes-thetists and intensivists practising in the wider field outside the ICU or operating theatre and behoves us to consider the evolutionary trends of intensive care and anaesthesia and the areas of common ground with emergency medicine. It is a pity a Year Book, published in hard cover, is so expensive; possibly a soft cover would make it cheaper and more widely accessible. J. E. GILLIGAN Royal Adelaide Hospital, Adelaide, S.A. 228 
BOOK REVIEWS
Anaesthesia and Intensive Care, Vol. 27, No. 2, April 1999 Errata Anaesth Intensive Care 1999; 27:13-19. Schneider M, Valentine S, Hedge RM, Peacock J, March S, Dobb GJ. The effect of different bypass flow rates and low-dose dopamine on gut mucosal perfusion and outcome in cardiac surgical patients.
An inadvertent omission was made from the concluding paragraph. The conclusion should read:
"In conclusion, we have demonstrated that in cardiac surgical patients, the combination of lowdose dopamine and low flow rates during cardiopulmonary bypass results in a significant decrease in pHi and a significant incidence of the low SVRI syndrome. There is also an association between pHi and low SVRI." Anaesth Intensive Care 1999; 27:80-81. Orlikowski CEP. Magnesium and pain relief following day-case laparoscopic sterilization. Abstract.
Typographical (scanning) error. The correct abstract is reprinted here in full.
MAGNESIUM AND PAIN RELIEF
Purpose of the Study: Laparoscopic sterilization may be associated with severe postoperative pain. Magnesium, an NMDA receptor antagonist decreased postoperative opioid requirements following abdominal hysterectomy when given by bolus and infusion 1 . We studied the effect of magnesium on postoperative pain in day case patients undergoing laparoscopic sterilization.
Methodology: A prospective, randomized, double blind trial compared the effect of magnesium 40 mg/kg with placebo. General anaesthesia was with propofol, fentanyl, droperidol, mivacurium, sevoflurane and nitrous oxide. Neuromuscular blockade was assessed with an accelerometer. Postoperative pain relief was provided with an IVAC PCA pump set to deliver a bolus of fentanyl 25 µg with a five min lockout. Pain and nausea were assessed with standard 100 mm visual analogue scales (VAS) until discharge. Patients were contacted at 24 hr and at one week to determine levels of discomfort, nausea, insomnia and time required for the resumption of normal activity.
Results: There were 23 patients in each group. There was no statistically significant difference in postoperative fentanyl consumption (mean 216 µg in the placebo group vs 220 µg in the Mg group), VAS scores, sedation scores, postoperative antiemetic requirements, quality of sleep on the first postoperative night and the time to return to normal activity. The incidence of nausea was significantly reduced (P=0.047) in the Mg group (4.3% at both two and four hr) compared to the placebo group (30.4% at both two and four hr). Neuromuscular blockade was partially prolonged in only one patient who received magnesium.
Conclusion: In our study, magnesium did not reduce postoperative pain. As laparoscopic sterilization is associated with less tissue damage than abdominal hysterectomy, NMDA receptor antagonism may not be so clinically relevant. Alternatively, absence of a magnesium infusion in our study may have limited any effect on the NMDA receptor with no benefit seen in the postoperative period.
